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is	 well	 established	 for	 the	 management	 of	 various	 joint	 disorders	 and	 has	 completely	
revolutionised	the	treatment	of	the	arthritic	hip.	The	story	is	different	in	developing	nations.	
Expensive	implant	costs	and	lack	of	trained	orthopaedic	surgeons	are	the	main	constraints;	
poverty	has	 caused	African	 countries	 to	remain	behind	 from	enjoying	 the	benefits	 of	 this	







outcomes.	 Variables	 recorded	 for	 each	 patient	 included	 sociodemographic	 information,	
diagnosis,	 comorbidity,	 surgical	 approach,	 duration	 of	 surgery,	 estimated	 blood	 loss,	




85).	 In	 30	 hips,	 the	 right	 side	 was	 operated	 on,	 and	 2	 were	 bilaterally	 treated.	 Primary	
osteoarthritis	(OA)	and	avascular	necrosis	(AVN)	were	the	leading	diagnoses	requiring	THR.	
Previous	 partial	 hip	 replacement	 (PHR,	 hemiarthroplasty)	 was	 converted	 to	 THR	 in	 6	



































Intertrochanteric	 Osteotomy	 for	 Pseudoarthrosis:	 John	 Rhea	 Barton	(1794-1871),	 in	
Philadelphia,	 is	credited	with	performing	 the	 first	osteotomy	on	an	ankylosed	hip	 in	1826.	He	
performed	an	intertrochanteric	osteotomy	without	anaesthesia	in	only	7	minutes.	After	20	days,	
he	manipulated	the	osteotomy	site	to	produce	a	fibrous	non-union	(pseudoarthrosis).3	
Interpositional	 Arthroplasty:	 Auguste	 Stanislas	 Verneuil	 (1823–95),	 from	 Paris,	 France,	
performed	 soft	 tissue	 hip	 interpositions	 in	1860.	 Léopold	Ollier's	(1830-1900)	work	 in	Lyon,	
France,	also	generated	tremendous	interest	in	the	concept	of	interpositional	arthroplasty	using	
fascia	lata,	skin,	and	pig-bladder	submucosa.4	
Hip	 Cheilotomy:	 John	 Benjamin	 Murphy	 (1857-1916),	 from	 Chicago,	 simply	 removed	
overhanging	 bone	 osteophytes	 from	 the	 base	 of	 the	 head	 of	 the	 femur	 and	 the	 rim	 of	 the	
acetabulum—a	procedure	described	as	hip	cheilotomy.5	
Ivory	Ball	&	 Socket:	 Berliner	 Professor	 Themistocles	 Glück	 (1853-1942)	 led	 the	way	 in	 the	
development	of	hip	implant	fixation.	In	1891,	Glück	produced	an	ivory	ball	and	socket	joint	that	
he	 fixed	 to	 the	 bone	 of	 tuberculosis	 patients	 with	 nickel-plated	 screws.	 This	 is	 the	 earliest	
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fit	over	the	femoral	head	and	provide	a	new	smooth	surface	for	movement.	Despite	glass	being	a	
biocompatible	material,	 it	 failed	to	withstand	the	great	 forces	going	through	the	hip	 joint	and	
shattered.	Smith-Petersen,	along	with	Philip	Wiles,	later	went	on	to	trial	the	first	stainless	steel	
total	hip	replacement	that	was	fitted	to	bone	with	bolts	and	screws.8	






Hemiarthroplasty	 (Thompson-Moore):	 Frederick	 Röeck	 Thompson	 (1907-83)	 developed	 a	
Vitallium®	prosthesis	in	1950,	which	featured	a	distinctive	flared	collar	below	the	head	and	a	
vertical	intramedullary	stem,	designed	by	Harold	R.	Böhlman	(1893-1979),	from	Nebraska,	and	
Austin	 Moore	 (1899-1963).	 Dr	 Moore	 inserted	 the	 first	 such	 metal	 prosthesis	 at	 The	 Johns	











it	 is	 widely	 recognised	 as	 among	 the	most	 successful	 surgical	 interventions	 ever	 developed.	











Quality	 of	 life	 after	 surgery	 approximates	 that	 of	 a	 healthy	 reference	 population.14	The	 large	
majority	of	hip	replacement	patients	are	able	to	walk	unassisted	without	any	limp	for	reasonably	
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are	 avoided.	 In	 general,	 quality	 of	 life	 after	 surgery	 approximates	 that	 of	 a	 healthy	 reference	
population.		
Future	THR	trends	and	demands	
Extensive	 research	 and	 greater	 quality	 designed	 studies	 are	 underway	 in	 areas	 of	minimally	
invasive	single	incision	surgery,	computer	assisted	navigation	surgery,	biomaterial	engineering	
of	implants	with	maximum	longevity,	and	manufacturing	of	better	and	cost-effective	implants	for	









































in	 the	 literature.18	 In	 the	 previous	 years,	 THR	 is	 also	 known	 to	 be	 the	 commonest	 reason	 of	
referrals	of	Ethiopian	patients	for	Orthopaedic	surgery	abroad.19	
Objectives	







between	October	2009-November	2013,	were	 followed	until	 January	2017,	using	 the	VAS	and	















orthopaedic	 surgeon,	 preoperative	 VAS	 and	 Hip	 Scores	 were	 documented.	 Patients	 may	 be	
assisted	by	the	surgeon	or	OPD	trained	nurse	when	needed	(elderly,	illiterate).	They	were	then	
investigated	further	by	an	internist	and	anesthesiologist	to	ensure	that	they	are	fit	for	surgery.	
Routinely,	 the	 following	 laboratory	 investigations	 are	 done:	 Complete	 blood	 count,	 LFT,	 RFT,	
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administration	of	 the	anesthesia	within	1	hour	of	skin	 incision.	The	patient	 is	put	 in	a	 lateral	
position.	The	skin	is	prepared	using	betadine.	
Intra-operative:	 Posterolateral	 approach	 is	 usually	 used	 to	 expose	 the	 hip	 which	 is	 then	
manually	 dislocated.	 Reaming	 of	 both	 the	 femur	 and	 the	 acetabulum	 is	 done	 using	 power	
instruments.	Stryker	Omnifit	un-cemented	HA-coated	implants	were	used.	After	fitting	with	the	
appropriate	 implant	 size,	 the	 new	 hip	 is	 relocated/reduced	 and	 tested	 to	 confirm	 stability.	
Closure	is	done	in	3	layers	after	irrigation	with	normal	saline.	A	drain	is	not	routinely	used.	A	
sterile	dressing	is	applied,	and	an	abduction	pillow	is	placed	between	the	knees.	TED	stockings	

















was	 done	 at	 every	 visit.	 Demographics	 were	 recorded	 including	 variables	 such	 as	 diagnosis,	
comorbidity,	 surgical	 approach,	 duration	 of	 surgery,	 estimated	 blood	 loss,	 implant	 sizes	 for	


























the	 cause.	 No	 re-dislocations	 occurred	 after	 reduction.	 One	 patient	with	 a	 diagnosis	 of	 DDH	
developed	a	loose	acetabular	component	and	a	postoperative	infection	that	required	2	revisions	




5	 transfused	patients	were	 among	the	 first	 12	patients	 operated	where	EBL	was	also	higher.	
Average	total	surgical	time	was	113	minutes	(range	70-165	minutes).			
Table 1: Age Distribution of patients who underwent 
THR surgery at CURE Hospital, Ethiopia 
Age group (years) n % 
14-19 9 18 
20-29 5 10 
30-39 3 6 
40-49 10 20 
50-59 8 16 
60-69 7 14 
70-79 3 6 
80+ 5 10 













Figure 1: Diagnosis among patients who underwent THR
Surgery at CURE Hospital (October 2009-October 2013),
Addis Ababa, Ethiopia
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Table 2: Postoperative complications encountered in 
patients who underwent THR surgery at CURE Hospital 
(October 2009-October 2013), Addis Ababa, Ethiopia 
Complication n % 
Operated hip dislocation 2 4 
Temporary sciatic nerve palsy 2 4 
Aseptic loosening of implants 2 4 
Deep infection 1 2 
Deep venous thrombosis 1 2 
Cardiac arrest 1 2 
	
Table 3: Comparison of VAS and Modified Harris Hip Scores 
of pre- and postoperative periods in patients who 
underwent THR surgery at CURE Hospital (October 2009-
October 2013), Addis Ababa, Ethiopia 
Average preoperative scores  
Average VAS before operation 68 mm 
Average MOHS before operation 20.6 
Average MHHS before operation < 70 
	
Table 4: Latest outcome categories of THR Surgery patients operated at CURE Hospital and 
followed for 3-7 Years; Using Modified Harris Hip Score (MHHS) and Modified Oxford Hip Score 
















Excellent	 32	(72.8%) 90-100 32 (72.8%) > 41 
Good	 7 (15.9%) 80-89 7 (15.9%) 34-41 
Fair	 2	(4.5%) 70-79 2 (4.5%) 27-33 
Poor	 2 (4.5	%) 60-69 3 (6.8%) <27 
Failed 1	(2.3%) < 60   
Not	answering	
Phone	calls 2    
Death	from	
unrelated	causes 4    
N.B: HHS 90-100 for excellent results, 80-89 being good, 70-79 fair, 60-69 poor, and below 60 a 
failed result; and OHS > 41 is excellent, 43-41 good, 27-33 fair, and < 27 indicates a poor result 
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Table 5: Comparison of other studies of average modified Harris Hip Scores 





Garino,	Steinberg	(N = 62) 45 92 
Katz	RL,	Bourne	(N = 63) 39 88 
A.	Chandra	et.	al	(N = 25) 45.04 88.4 
Our	study	(N = 50) 33	(50	hips) 88.7	(44	hips) 
	
Table 6: Distribution of years of latest follow up as of January 2017 of 
patients who undergone THR surgery at CURE Hospital (Between 
October 2009-October 2013), Addis Ababa, Ethiopia 
Years on follow-up n % 
> 7 6 13.64 
6-7 13 29.55 
5-6 9 20.45 
4-5 9 20.45 
3-4 7 15.91 





As	 shown	 on	 Table	 3,	 preoperative	 average	modified	 Oxford	 Hip	 Score	 (OHS)	was	 28.6	 and	
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Statistical	significance	






function	 in	 people	 with	 moderate	 to	 severe	 osteoarthritis	 when	 medical	 and	 conservative	
treatments	 no	 longer	 work.23	 However,	 patients	 needing	 elective	 total	 hip	 arthroplasty	 in	
government	 hospitals	 of	 developing	 nations	 do	 not	 enjoy	 this	 benefit,	 or	 often	 wait	 because	
resources	do	not	match	demand.		
This	technology	and	essential	procedure	is	not	accessible	to	many	patients	suffering	from	this	
condition	 in	 cost-sensitive	 developing	 countries	 like	 Ethiopia.	 As	 shown	 in	 our	 study,	 the	
population	living	in	large	cities	has	some	access	to	this	surgery.	THR	is	an	expensive	surgery	and	
most	citizens	in	developing	nations	cannot	afford	direct	payments.	Some	funding	or	insurance	

















blood	 loss	 (EBL).	Transfusions	were	only	done	 for	5	of	 the	 first	12	patients	and	none	 for	 the	
following	 patients.	 Additionally,	 improvements	 in	 transfusion	 criteria,	 and	 intraoperative	
techniques	may	have	accounted	for	this.	
Stryker	Company	provided	full-range	implants	with	a	substantial	discount,	but	we	need	sustained	
long-term	 providers	 established	 in	 Ethiopia.	 Adequate	 stock	 of	 common	 size	 implants	 is	
important.	Our	study	identified	the	commonly	used	sizes	for	Ethiopian	adult	hips.	
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infections.25	 In	 addition,	 the	 CURE	 Hospital	 demonstrated	 good	 ventilation,	 temperature	
regulation,	‘time-out’	and	limited/controlled	theatre	staff	movement.	Prophylactic	antibiotics	are	
routinely	given	during	anesthetic	administration.	The	 low	 infection	rate	 in	our	study	of	2%	is	
















1. THR	is	essential	surgery	in	Ethiopia	but	 is	expensive.	Costs	are	prohibitive	 from	being	
accessed	 by	 many	 needy	 patients.	 Government	 support	 in	 any	 form,	 including	










5. Improvements	 in	 follow-up,	 providing	 platforms	 to	 discuss	 THR	 and	 collecting	 THR	
surgery	data	from	all	centres	in	the	country	into	1	pool	will	give	more	insight	towards	a	
national	joint	registry.	
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